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Abstract
Sexual assault is a public health issue, especially for individuals experiencing
homelessness, violence, and victimization. Barriers to post-sexual assault health care
must be addressed to ensure individuals experiencing homelessness receive effective and
adequate care. Traditionally found in Emergency Departments, Sexual Assault Nurse
Examiners (SANEs) offer patient-centered, comprehensive health care to sexual assault
survivors. To reduce barriers for individuals experiencing homelessness, SANEs must be
accessible where health care services are utilized. Guided by Jean Watson’s Theory of
Human Caring and trauma-informed principles, this project aims to embed a SANE
program into a homeless-specific Midwest Health Care Center. The SANE program will
consist of trained nurses completing a 40-hour training offering physical exams, care
coordination, and community referrals. Through nurses’ leadership, a holistic and
multidisciplinary approach to sexual assault care will be developed, implemented, and
evaluated through continuous improvement methods. Bringing SANE services into a
community-based homeless-specific health care center allows sexual assault services at
the point of relationships and care access.
Key words: sexual assault, sexual violence, sexual assault nurse examiners,
forensic nursing, homelessness, trauma-informed care, nursing presence, Jean Watson
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Integration of Sexual Assault Nurse Examiners (SANE’s) Care Program
Chapter 1: Introduction
Homelessness is a social determinant of health that directly impacts quality of life
outcomes. Approximately 1.5 million people in the United States each year experience
homelessness (National Health Care for the Homeless Council, 2019). According to
Eavis (2018), individuals experiencing homelessness experience higher rates of physical
and mental illness as well as multiple barriers to accessing and utilizing health care.
When it comes to rape and sexual violence (referred to as sexual assault in this paper),
individuals experiencing homelessness are more vulnerable to violent victimization
(Meinbresse et al., 2014). According to the National Intimate Partner and Sexual
Violence Survey by Smith et al. (2018), 43.6% of women and 24.8% of men in the
United States have experienced some form of sexual assault in their lifetime. Sexual
assault impacts physical, emotional, psychological, and social well-being. A Sexual
Assault Nurse Examiner (SANE) program offers clinically focused support for those who
have experienced and disclosed sexual assault (Office for Victims of Crime, n.d.).
Addressing sexual assault among individuals experiencing homelessness is a way to offer
trauma-informed care, which acknowledges the presence of trauma while providing
services. In the Midwest, a homeless health care center operates low-barrier clinics in
homeless shelters, drop-in centers, and encampments. Utilizing Jean Watson’s (2008)
theory, SANE nurses can bring human-to-human connectedness to another’s humanity.
Guided by Watson’s Theory of Human Caring, the proposed project aims to integrate
SANE nurses into a homeless-specific Midwest health care center (MHCC) with the goal
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of increasing access to services and delivering quality care to homeless survivors of
sexual assault.
Background of the Project
Homelessness has been on the rise in many states. According to a report by Pittman et
al. (2020), Minnesota saw a 10% increase in homelessness from 2015 to 2018. An
assumption could be made that this percentage is even higher today, given the recent
COVID-19 pandemic and resulting economic impacts. One approach that Minnesota uses
to combat homelessness is through health care delivery to this population. The health care
for the homeless program (HCH) focuses on providing health care to one of the state’s
largest counties. Through local and federal grants, this program operates a Federally
Qualified Health Care Center (FQHC) to specifically address homeless health care needs.
The HCH program consists of a 60+ interdisciplinary staff. The staffing consists of
nurse practitioners, registered nurses, public health nurses, licensed practical nurses,
medical assistants, case manager assistants, licensed clinical social workers, licensed
alcohol and drug counselors, and administrative staff. The program operates health care
clinics in 6 different homeless shelters and drop-in centers. A street medicine team
provides services to the unsheltered and those living in encampments, with a focus on
wound care, medication-assisted treatment, Human Immunodeficiency Virus (HIV), and
Hepatitis C care. The program also provides medical care to COVID-positive homeless
adults sheltering in a hotel. As a manager within this HCH program, the author knows
that in 2019, approximately 13,407 homeless adults, youth, and families received care in
the service area. The clinics operate on a walk-in basis, aiming to reduce barriers for
anyone needing care. Services offered by HCH staff include acute and chronic health care
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management, psychiatric medication management, vaccines, care coordination, infectious
disease diagnosis and management, medication-assisted treatment, mental health, social
services, and substance use support.
Individuals experiencing homelessness have an increased vulnerability to violence and
victimization. Among those experiencing homelessness in this Midwestern state, close to
6 out of 10 people have been subject to physical or sexual violence, with those
identifying as women and Lesbian, Gay, Bisexual, Trans, or Queer (LGBTQ)
experiencing higher rates (Pittman et al., 2020). Sexual assault has a profound impact on
public health. The consequences include HIV infection, sexually transmitted infections
(STIs), pregnancy, substance use, depression, post-traumatic stress disorder, and physical
injuries (Brookmeyer et al., 2017; Patterson et al., 2006; Santa Maria et al., 2020; World
Health Organization, 2013). To address these impacts, programs such as Sexual Assault
Nurse Examiners (SANE) work to deliver patient-centered and trauma-informed care at
the point of care. Historically, these programs were predominantly found in emergency
departments and have since expanded to a broad range of settings. There are over 700
SANE programs across the United States (Draughon et al., 2014). According to the
International Association of Forensic Nurses (n.d.), certified SANEs are registered nurses
who have completed a 40-hour program to obtain clinical competency in caring for those
who have experienced sexual assault. SANE nurses understand the care of adults,
adolescents, and perpetrators. The foundation of SANE services is to provide culturally
specific and holistic care is provided based on human caring and connection (Office for
Victims of Crime, n.d.) In addition, the Office for Victims of Crime (n.d.) noted that
certified SANE providers are qualified to collect forensic evidence, assess, treat or
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prevent sexually transmitted diseases and pregnancy, support access to sexual assault
advocacy and law enforcement, and provide referrals for ongoing medical or mental
health services. Studies demonstrated the effectiveness of recovery and legal outcome
improvement with SANE programs highlighting multidisciplinary and coordinated
support (Campbell & Raja, 2005; Oosterbaan et al., 2019). SANE programs are a needed
intervention for individuals experiencing homelessness.
The population served by HCH includes homeless adults, adolescents, and families.
Based on personal knowledge, relationships are often built between guests and clinic staff
because these clinics exist in homeless shelters. Embedding SANE nurses into an existing
HCH program can reduce barriers to sexual assault care, mobilize a multidisciplinary
response, and deepen relationships.
HCH is founded in trauma-informed care, foundational to a SANE program. Traumainformed care is based on five principles (Purkey et al., 2018). Many of these principles
complement Jean Watson’s (2008) Theory of Human Caring, the theoretical framework
for this project. According to Purkey et al. (2018), the first principle of trauma-informed
care is bearing witness to the trauma experiences of another. The second principle Purkey
et al. recognizes is the need for physical and psychological safety by providing a safe and
trusting space. The third principle approaches care collaboratively by engaging patients in
their healing through participatory decision making (Purkey et al.). The fourth principle
engages with the patient’s strength and resilience, supporting them in becoming active in
their healing process. The last principle acknowledges and integrates a sensitivity to
culture, ethnicity, and identity (Purkey et al.). Understanding the impacts of
marginalization can offer a sensitivity that supports the principles of trauma-informed
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care. Health Care for the Homeless and SANE programs align with these principles and
provides a unique opportunity to successfully address sexual assault among individuals
experiencing homelessness.
Significance of the Project
When groups of people are deliberately disenfranchised, rights are violated, and health
is threatened. Article 25 in the Universal Declaration of Human Rights states, “Everyone
has the right to a standard of living adequate for the health and well-being of himself and
of his family” (2019, Article 25, sub-statement 1). This right can be directly correlated to
health equity, which demands equitable delivery of medical care as well as the social and
economic settings imperative for health. The connection between health and housing is
well established (Taylor, 2018). Acknowledging the disproportionate rates of disease and
exposure to violence for individuals experiencing homelessness is important. Delivering
trauma-informed, accessible, and low barrier care to sexual assault survivors
experiencing homelessness helps bridge the health equity gap.
For individuals experiencing homelessness, there is a higher risk of sexual assault.
According to Meinbresse et al. (2014), homelessness is a risk factor for violent
victimization, including sexual assault. Providing care and services in shelters, drop-in
centers, or on the streets are important in reducing barriers to access. According to Bach
et al. (2021), marginalized groups, including homeless populations, are less likely to
access and engage in formal support systems, including medical, mental health, and legal
services. Survivors of sexual assault who are homeless may experience more significant
barriers in accessing and benefiting from care (Bach et al.). Barriers to care can result in a
lack of access to much needed care, resulting in consequences for individuals, their
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communities, and the larger systems. According to Koss et al. (2017), of the individuals
who access sexual assault services, not all find these services helpful. In fact,
marginalized groups are more likely to find these services unhelpful (Koss et al.).
Survivors from marginalized or underserved communities may bring an increased and
unique mix of care needs due to systemic inequalities, augmenting the impacts of sexual
assault (Bach et al., 2021). Understanding the barriers and gaps in sexual assault care for
individuals experiencing homelessness is critical to finding solutions that initiate healing
and recovery. This project will seek to implement a SANE program where individuals
experiencing homelessness find shelter and access health care services.
Nurses play a significant role in delivering SANE services. When providing SANE
services, nurses are required to be an expert in physical assessment, psychological care,
critical thinking, evidence collection, and knowledge of community resources (Ledray,
1999). Nurses must also understand the root causes of homelessness, racial disparities,
and health inequities to understand the complexities and barriers faced by patients
seeking SANE services. For a SANE program to succeed, it must stay grounded in
compassionate, patient-centered nursing care. Nurses are at the heart of a SANE program,
standing on the principles of trauma-informed care. With trauma-informed principles as
the foundation, nurses can build a caring environment for survivors of sexual assault
experiencing homelessness, allowing space and movement towards healing. Nurses are
uniquely positioned as SANEs to understand the barriers and gaps experienced by those
who have experienced violence and sexual assault.
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Nursing Theoretical Framework
Within the field of nursing, there are many theoretical frameworks to explain care.
Nursing theorist Jean Watson (2007) developed the Theory of Human Caring. According
to Watson, her theory was an attempt to “bring meaning and focus to nursing as an
emerging discipline and distinct health profession with its own unique values,
knowledge, and practices, with its own ethic and mission to society” (Watson, n.d., para
1). Watson’s theory is guided by 10 Carative Factors that evolved into Caritas Processes
or Caring Practices. These Caritas Processes (CP) offer guidelines for the nurse who
seeks to put into action the practice of heart-centered caring. Watson’s theory is grounded
in philosophy, science, and the art of caring, uniting both the art and science of nursing.
Caring is foundational to Watson’s theory, with a human-to-human connection at its core.
This project will be guided by CP number 4, developing helping-trusting relationships
and the two concepts of caring moments and authentic presence.
The fourth CP in Watson’s Theory of Human Caring is the development of a helpingtrusting relationship. Watson (2007) describes this relationship development as an art
where the nurse connects to the spirit of the patient. Through this connection, Watson
explains that the person’s dignity is of the highest concern, centering on their humanity.
Building this connection is the foundation upon which trust can grow. Creating space for
trust to grow is necessary for a deeper, more authentic relationship. While trust can take
time to develop for many individuals, those living on the margins may find it even more
challenging. Health care systems in the United States have not always benefited or
provided health equity to everyone. Experiencing homelessness and sexual assault can
lead to many interactions with various systems and individuals. These residual
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experiences are brought into the clinic exam room and can impact the development of a
helping-trusting relationship. To develop a helping-trusting relationship, Wagner and
Whaite (2010) acknowledges the need to focus on the experiences of the patient, offer
non-judgmental listening, respond with congruence to another’s lived experience, and
hold a space for healing. Nurses are well-positioned to lay the foundation for a helpingtrusting relationship.
There are many concepts found within Watson’s theory. Two of the concepts that will
guide this project include caring moments and authentic presence. Watson (2008) defined
the caring moment as “informed action guided by an intentionality and consciousness of
how to be in the moment—fully present, open to the other person, open to compassion
and connection, beyond the ego-control focus that is so common” (p.5). In the caring
moment, the nurse connects to the present energy, or spirit, of the person. The nurse
begins to see themselves in the other person resulting in a human-to-human connection.
In this connection, Watson believes the nurse can expand compassion and care,
ultimately connecting to and valuing another’s humanity (Watson, 2008). For survivors
of sexual assault who are homeless, the power of the caring moment allows the
foundation of trust to be built. Trust must be present for human-to-human connection to
occur (Watson, 2008). The SANE nurse is well-positioned to offer a caring moment that
can provide healing through presence and connection.
Authentic presence is the second concept guiding this project. The foundation of the
caring moment is authentic presence (Watson, 2008). Authentic presence brings
intentionality and heart-centered awareness to the caring moment (Smith Gelinas, 2012).
In Caritas Process number 1, Watson (2008) encourages the “practice of loving-kindness
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and equanimity within the context of caring consciousness” (p. 54). According to
Watson, this process can be achieved through centering one’s mind, body, and spirit.
Intentional breathing and stillness can create fluidity in the mind and body, preparing the
nurse to be authentically present to whomever or whatever shows up in the room
(Watson, 2008). Through healing-trusting relationships, caring moments, and authentic
presence, patients can begin to experience genuine connection and care, allowing them to
direct energy toward healing and recovery.
For individuals experiencing homelessness, the impacts of sexual assault are
disproportionately felt. Sexual assault impacts physical, emotional, psychological, and
social wellbeing (Bach et al., 2021; Ross et al., 2010; Wadsworth et al., 2019). Sexual
assault also has a significant impact on health of the community as a whole, also known
as public health. Bach et al. (2021) found that individuals from marginalized groups
experience many barriers to seeking sexual assault care and are often left underserved.
Addressing these barriers is needed to ensure equal access to medical care following a
sexual assault. It is important that trauma-informed principles guide the care provided to
homeless survivors of sexual assault. Sexual assault nurse examiners (SANEs) embedded
in a homeless Midwest health center can help address a gap in care for those residing in
shelters or on the streets. Guided by Jean Watson’s (2007) theoretical concepts of
helping-trusting relationship, caring moment, and authentic presence, this project aims to
bring SANE care out of emergency rooms and into the spaces where people live and
access health care. This project attempts to dismantle barriers for those at increased risk
for sexual assault. Chapter 2 will focus on a literature review to support the integration of
SANE nurses into a homeless health care center. The themes explored in the literature are
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the prevalence of sexual assault on individuals experiencing homelessness, SANE
practices, trauma-informed care, and the concept of nursing presence.
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Chapter 2: Literature Review
Homeless survivors of sexual assault need access to low-barrier, trauma-informed
health care to build trust and safety as they navigate towards healing. Bringing sexual
assault services to homeless-specific health care allows access to where one calls home,
whether in a shelter or on the streets. Using Jean Watson’s (2007) Theory of Human
Caring as a guiding framework, individuals are acknowledged as whole beings, and
nurses are guided toward heart-centered action. This chapter will focus on a literature
review to support the integration of SANE nurses into a homeless MHCC with the goal
of providing culturally sensitive and trauma-informed care for sexual assault survivors.
This chapter will explore the literature on the impact of sexual assault on individuals
experiencing homelessness, SANE nursing practices, trauma-informed care, and the
concept of presence.
Sexual Assault and Homelessness
Sexual assault is a global issue impacting every community and generation. In the
United States, according to the National Intimate Partner and Sexual Violence Survey by
Smith et al. (2018), approximately 52.2 million and 27.6 million men experienced sexual
violence in their lifetime. These numbers are likely higher in at-risk populations,
including individuals experiencing homelessness, American Indian women, individuals
with disabilities, transgender youth, and those with co-occurring diagnoses (Amnesty
International, 2007; Grant et al., 2011; Ray, 2006; Santa Maria et al., 2020). For
individuals experiencing homelessness, the link between sexual assault and homelessness
is strongly correlated due to daily exposure and vulnerability to violent situations.
Understanding the prevalence of sexual assault on individuals experiencing
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homelessness, the health impacts of sexual assault, and the barriers to sexual assault care
can improve health care interventions and outcomes.
Prevalence of Sexual Assault in Homelessness
Sexual assault impacts women at higher rates. While sexual assault does not
discriminate among individuals, it unequally impacts certain populations.
Homeless women endure elevated amounts of abuse and victimization. Jasinski et al.
(2005) found that homeless women are approximately 3.5 times more likely to
experience rape than housed women. Lee and Schreck (2005) note that rates of
victimization in homeless women have remained the same despite reductions in overall
victimization. Many coexisting factors increase the risk of sexual assault in homeless
women. These include childhood abuse, a coexisting diagnosis such as mental illness and
substance abuse, length of homelessness, and location of homelessness (Goodman et al.,
2006; Lee & Schreck, 2005; Wenzel et al., 2001). Homeless women from childhood to
adulthood experience multiple episodes of violent victimization (Felix, 2004; Lee &
Schreck, 2005; Wenzel et al., 2004.) A study of 76 homeless women by Huey (2016)
found that 50% of the women experienced sexual assault with 51% also experiencing
childhood sexual abuse. Another study by Asberg and Renk (2015) looked at 169 women
(ages 18-69) in a Florida county jail. These findings showed that women who were
homeless prior to incarceration were 74.6% more likely to experience sexual assault.
Understanding the unique impacts of sexual assault on women is important when creating
and offering services.
Without a stable place to live, youth are exposed to life on the streets, leading to
participation in activities to ensure survival. Young adults experiencing homelessness are
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at greater risk for sexual assault than their housed counterparts (Santa Maria et al., 2020;
Tyler et al., 2004). The prevalence rate of sexual assault in this population has been
shown to be as high as 35% (Tyler et al., 2004). Race, sexual orientation, and gender
identity, along with substance use, sexual behaviors, early abuse, peer relationships, and
length of homelessness, increase the risk of sexual assault for young adults experiencing
homelessness (Santa Maria et al., 2020). For black cisgender women under the age of 25,
sexual assault is more likely to occur than with white cisgender women of the same age
(Avegno et al., 2009; Walters et al., 2013). A study by Santa Maria et al. (2020) surveyed
1,405 homeless youth to determine sexual violence prevalence. Rates of sexual assault
were reported at 22%, with the highest rates among transgender youth (Santa Maria et
al.). There are higher incidences of sexual violence in lesbian, gay, bisexual, queer
(LGBQ), and twice the rate in transgender homeless youth as compared to heterosexual
and cisgender youth (Heerde & Hemphill, 2016; Heerde et al., 2014; LangenderferMagruder et al., 2016; Walters et al., 2013). Many factors are at play in understanding
homelessness in youth populations.
Substance use influences the prevalence of sexual assault among youth experiencing
homelessness. According to Johnson and Chamberlain (2008), homeless youth have a
greater risk of substance abuse than homeless adults. While it remains unclear if
homelessness comes before or after substance use, research indicates an association
between sexual assault and substance use. For homeless youth with a history of sexual
assault, the risk of adverse outcomes, such as substance use, increased (Danielson &
Holmes, 2004). Alcohol, marijuana use, and exposure to violence were associated with
sexual victimization (Champion et al., 2004; Raghavan et al., 2004). Acknowledging the
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role of substance use in sexual assault survivors is important in supporting interventions
and services to reduce victimization.
Sexual assault has a significant impact on older adults experiencing homelessness. In
the general population, older adults face a reduced risk of physical or sexual
victimization, but this risk increases for older adults experiencing homelessness (Tong et
al., 2019). “Homeless people are at high risk for traumatic injuries for several reasons.
They are frequently victims of violent crimes such as rape, assault, and robbery”
(Institute of Medicine, 1988, p. 44). Many homeless adults are over 50 years old
(Montgomery, 2013). Because homeless adults experience geriatric conditions earlier
than the general population, older adults include anyone above 50 (Brown et al., 2017).
Tong et al. (2019) interviewed 350 homeless older adults and found that in the past 6
months, 1.7% experienced sexual assault, and 10.6% reported either physical or sexual
assault. Rates of violent victimization were ten times that of housed individuals (Tong et
al.). Understanding who is at greater risk for sexual assault is critical in developing and
implementing services. Women, young adults, transgender persons, and older adults
experience sexual assaults at higher rates.
Health Impacts of Sexual Assault
Sexual assault impacts an extensive amount of physical and psychological health
outcomes. For individuals experiencing homelessness, sexual assault compounds an
already complicated physical and psychological picture. Homelessness contributes to
higher rates of illness and premature death, approximately 12 years sooner than the
general population (National Health Care for the Homeless Council, 2019). The trauma
of homelessness alone is associated with decreased mental and physical health, higher
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mortality rates, and reduced health care access (Guirguis-Younger et al., 2014; Hwang &
Cheung, 2004; Khandor & Mason, 2007; Stergiopoulos et al., 2010). The United States
Surgeon General’s report on mental health acknowledges sexual assault as an
interpersonal trauma with significant public health consequences (United States
Department of Health and Human Services, 1999). Unresolved trauma can have adverse
effects on health outcomes. Survivors of sexual assault have higher rates of diagnosed
chronic health problems, including pulmonary disease, chronic pain, obesity, and
disability (Mokma et al., 2016; O’Brien & Sher, 2013; Pandey et al., 2018; Santularia et
al., 2014). Acute issues following sexual assault include sexually transmitted infections,
pregnancies, gynecological problems, and somatic complaints (Brookmeyer et al., 2017;
Clum et al., 2001; Jina & Thomas, 2013). Survivors of sexual assault need holistic
approaches from their health care team to overcome these harmful effects.
Sexual assault also has significant psychological impact on survivors. Dworkin et al.
(2017) concluded that sexual assault increases the risk of psychological consequences.
Sexual assault, more than other trauma, seems to have the most impact on psychological
well-being (Dworkin et al., 2017; Kelley et al., 2009; Kessler et al., 1995). One of the
most common sequelae of sexual assault is posttraumatic stress disorder (PTSD). An
epidemiological study by the World Health Organization found sexual assault had five
times the risk factor for PTSD than any other trauma (as cited in Liu et al., 2017).
Campbell et al. (2009) found that 17-65% of adult survivors developed PTSD following a
sexual assault. Campbell et al. also found a significant prevalence of depression, anxiety
symptoms, alcohol and drug disorders, and suicidal ideation. In young adults who
experienced sexual assault, Danielson and Holmes (2004) found an increased risk of
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depressive symptoms, PTSD, and substance use. For transgender and nonconforming
(TGNC) individuals, sexual assault is a risk factor for suicidality. According to Drescher
et al. (2019), for TGNC individuals, suicidality was related to a combination of sexual
assault, homelessness, and feeling unsafe in their environment. Sexual assault can leave
lasting effects on the survivors.
Barriers to sexual assault care
For survivors of sexual assault, acute follow-up care is critical to their health.
Recommendations on follow-up care include injury assessment and treatment, addressing
the potential of sexually transmitted diseases and pregnancy, mental health assessment,
and legal referrals. Nearly 80% of sexual assault survivors do not seek care within the
first five days when it is acutely important to assess for STIs or pregnancy (Kapur &
Windish, 2011; Zinzow et al., 2012). Kapur and Windish (2011) found that survivors of
sexual assault were 1.5 times less likely to receive a checkup and three times more likely
to identify cost as the primary barrier to care. Understanding barriers to care is vital to
meeting the needs of sexual assault survivors.
Research suggests that marginalized groups are less likely to seek support services,
including health care (Bach et al., 2021; Bryant-Davis et al., 2009; Ullman, 2007). For
individuals experiencing homelessness, many barriers exist to seeking follow-up care.
For women, these barriers include transportation issues, lack of financial means, and lack
of knowledge of available services (Gelberg et al., 2004; Halton, 1997; Huey et al., 2012;
Huey et al., 2014). Another major barrier Huey et al. (2014) found was the failure to be
asked about sexual assault by health care providers or shelter staff. Other barriers to
sexual assault disclosure include having a male provider, privacy concerns, lack of time,

17
absence of an established relationship, unawareness of the relevance to the appointment,
and embarrassment (Berry & Rutledge, 2016). According to Santa Maria et al. (2020), a
high prevalence of young adults did not seek needed health care due to their reluctance to
engage the legal system, lack of trust, and stigma from the sexual assault. For TGNC
youth, fear of treatment denial may prevent health care access (Santa Maria et al., 2020;
Shelton, 2015). Addressing these barriers to care is central to improving access.
To successfully provide care and meet the needs of individuals, providers must
identify those who are underserved and why. Bach et al. (2021) conducted a systematic
scoping review to look at sexual assault survivors who are most underserved and why.
Forty-one studies were included in this review, with seven categories of underserved
noted from the findings. Bach et al. found “Ethnic and cultural minorities, disabilities,
financial vulnerability, sexual and gender minorities, mental health conditions,
problematic substance use, and older age” (p. 1) to be the underserved categories in the
literature. Barriers experienced by these underserved categories include reduced access to
services and supports, poor service delivery, discrimination, and lack of awareness and
training among providers (Bach et al., 2021). Understanding who is underserved in
accessing sexual assault care and what barriers exist is critical to advancing and
delivering equitable and compassionate health care.
Sexual Assault Nurse Examiner (SANE) Programs
Sexual Assault Nurse Examiner (SANE) programs provide critical and comprehensive
care to survivors. According to Ledray (1999), “The primary mission of a SANE program
is to meet the needs of the sexual assault victim by providing immediate, compassionate,
culturally sensitive, and comprehensive forensic evaluation and treatment by trained,
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professional nurse experts…” (p.8). The benefits of SANE programs involve the
improvement of outcomes. Improved psychological, health care, evidence collection
quality, and criminal justice outcomes are some of the benefits of SANE programs
(Markowitz, 2014). Understanding the history, program characteristics, and impact of
SANEs provides an understanding for this project.
History
Nurses provided an instrumental role in the vision and development of SANE
programs. In the 1970s, nurses witnessed an inadequate response to health care provided
to sexual assault survivors in emergency departments (Patterson et al., 2006). In response,
they adapted nursing care to meet the needs of survivors of sexual assault. The first 3
SANE programs were established in Memphis, Tennessee (1976), Minneapolis,
Minnesota (1977), and Amarillo, Texas (1979) (Office for Victims of Crime, n.d.). It
wasn’t until the early 1990s that additional SANE programs were established. SANE
programs grew from 20 programs in the 1990s to over 700 SANE programs today
(Draughon et al., 2014). The growth of SANE programs was spearheaded by an event in
1992 hosted by the Sexual Assault Resource Center in Minneapolis, Minnesota. This
event brought together 71 individuals from 31 SANE programs throughout the United
States and Canada (Ledray, 1999). At this event, the International Association of
Forensic Nurses (IAFN) was officially formed (Ledray & Simmelink, 2020). The IAFN
was created to be a professional organization for registered nurses, nationally and
internationally, to “develop, promote, and disseminate information about the science of
forensic nursing” (Ledray, 1999, p.6). In 1995, Forensic Nursing was formally
recognized by the American Nurses Association as an official specialty of nursing
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(Ledray, 1999). In April 2002, the IAFN sponsored the first national SANE certification
(Houmes et al., 2003). Programs have progressed through the years, and today SANE
services have become standard practice in emergency care.
Characteristics of a SANE Program
Several characteristics assist in establishing a SANE program. Patient-centered care is
a guiding principle for any SANE program. The Institute of Medicine (2001) defines
patient-centered care as “Providing care that is respectful of, and responsive to, individual
patient preferences, needs and values, and ensuring that patient values guide all clinical
decisions” (p. 6). Allowing the patient to identify their needs is important in laying the
foundation for patient-centered care. Regardless of the outcomes, respecting patient
preferences is always the right thing (Epstein & Street, 2011). To help guide
implementation, research by the Picker Institute, as cited in Davis et al. (2005), identified
these eight components of patient-centered care: 1) respect for the patient’s values,
preferences, and expressed needs; 2) information and education; 3) access to care; 4)
emotional support to relieve fear and anxiety; 5) involvement of family and friends; 6)
continuity and secure transition between health care settings; 7) physical comfort and 8)
coordination of care. These components lay the foundation for the SANE program to
build upon.
Another characteristic of SANE programs is trained staffing. Traditionally, SANE
programs are staffed by nurses. Advanced nursing degrees are not required, and in fact,
strict education requirements may prevent program development if staff recruitment is
challenging (Houmes et al., 2003). Nurses with strong clinical and communication skills
support the success and growth of SANE programs. To achieve SANE certification,
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nurses complete 40 hours of didactic learning, with more hours dedicated to clinical
training, observation, and skills demonstration (Ledray, 1999). Learning topics include
evidence collection, exam techniques and equipment, injury assessment and
documentation, and legal considerations, including expert testimony and preserving
evidence (Ledray, 1999). Education for SANEs prepares nurses for comprehensive care.
A thorough, comprehensive health examination of the survivor is another key
characteristic of a SANE program. According to Houmes et al. (2003), the goal of this
examination is to assess, treat, and document injury, pregnancy, and sexually transmitted
infections (STI) as well as the collection of evidence. Detailed forensic and medical
questions are asked about the assault to help guide the direction of the exam and
determine the collection of forensic samples (Office for Victims of Crime, n.d.).
Prophylaxis treatment of sexually transmitted infections and pregnancy should be a part
of the exam and not simply addressed through a referral. While there are no universal
guidelines for STI testing post-sexual assault, the Center for Disease Control and
Prevention (CDC) (2021) suggests testing for N. gonorrhoeae, C.trachomatis, and T.
vaginalis, along with serum tests for HIV, hepatitis B, and syphilis. Other important
components of the SANE exam include photo documentation and suicide assessment.
Follow-ups and referrals are other key components of a SANE program. While sexual
assault exams provide immediate medical assessment and treatment, they also prevent
further consequences by providing appropriate referrals. Houmes et al. (2003) noted that
appropriate intervention, referral, and counseling are critical to mitigating the potential
for post-sexual assault diagnosis, such as PTSD. When thorough and holistic referrals are
offered as part of a SANE visit, the emotional needs of survivors are central to the care.
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Because survivors are experiencing the aftermath of trauma, follow-up should include
written instructions and referrals at the end of the exam. According to the SANE Program
Development and Operation Guide (Office for Victims of Crime, n.d.), written
instructions should include treatment, medications given or prescribed, follow-up
appointment details, phone numbers, and, if appropriate, law enforcement information.
SANEs are trained to understand the specific needs and concerns facing specific
populations upon completing the exam and visit. Determining whether there is a safe
place to go is necessary to support the ongoing safety and well-being of the survivor.
Impacts of SANE Programs
Given the trauma experienced by individuals who are homeless, survivors of sexual
assault need compassionate care to meet their physical, psychological, educational, and
legal needs. According to Campbell et al. (2008), approximately 27% to 40% of sexual
assault victims seek medical services following an incident. Survivors who seek medical
services from an emergency department often receive inadequate care that doesn’t meet
their comprehensive needs (Campbell et al.). Long waits in the emergency room (ED)
(Campbell et al.), detached and impersonal care (Campbell & Raja, 2005), incorrect
collection of evidence (Martin, 2005), and lack of trained providers in the ED (Plichta et
al., 2006) impact the quality of comprehensive care received by survivors. Women who
received unsupportive services in the ED saw higher post-traumatic stress syndrome
symptoms than those who did not access services following an assault (Campbell et al.,
1999). The available literature shows promising results for survivors who receive services
and care from SANE programs. According to Campbell et al. (2008) and Fehler-Cabral et
al. (2011), sexual assault survivors who received SANE services felt cared for, respected,
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believed, safe, and heard. In addition, health and legal outcomes were improved with the
provision of SANE care (Wadsworth & Van Order, 2012). Evidence collection by trained
SANEs is more precise and thorough than if done by an untrained provider (Ledray &
Simmelink, 2020; Sievers et al., 2003). The Center for Disease Control (2021)
recommends prophylaxis treatment of STIs and HIV after a thorough risk assessment.
Prophylactic treatment of STIs, HIV, and pregnancy prevention services were delivered
at a rate of 90% or higher through SANE programs (Campbell et al., 2006; Ciancone et
al., 2000). SANE programs are well established and offer thorough and comprehensive
care that centers on human dignity. To improve access and outcomes for sexual assault
survivors, implementing SANE programming can be impactful at the individual and
community levels.
Trauma-Informed Care
To understand trauma-informed care, one must understand trauma. Trauma is
ubiquitous in our world today, presenting itself in many different harmful experiences.
Trauma significantly affects individuals’ mental and physical health while insidiously
impacting broader public health. According to Freedy et al. (2010), 7-36% of adults in
primary care settings acknowledged being sexually assaulted, while more than 30%
reported a different traumatic experience. Kartha et al. (2008) noted that approximately
80% of primary care patients experienced at least one traumatic event in their lifetime.
Addressing trauma through a framework of trauma-informed care and leadership must be
foundational to the care provided to individuals at greater risk for victimization.
Trauma must be acknowledged and treated. Trauma untreated can lead to an increased
risk of mental health issues, substance use disorders, and chronic health issues (Anda et
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al., 2008; Dube et al., 2003). The Substance Abuse and Mental Health and Services
Administration (SAMHSA) compiled multiple definitions of trauma generated from the
trauma field over the decades. This compilation led to the following definition of trauma:
Individual trauma results from an event, series of events, or set of circumstances
that is experienced by an individual as physically or emotionally harmful or life
threatening and that has lasting adverse effects on the individual’s functioning and
mental, physical, social, emotional, or spiritual well-being. (SAMHSA 2014, p. 7)
This definition includes what SAMHSA (2014) refers to as the three “E’s” of trauma:
Event, Experience of Event, and Effect. The Event can include a threat to either physical
or psychological harm and can be actual or perceived. Experience of the Event is in the
eye of the beholder. A traumatic event for one person may not be a traumatic event for
another. SAMHSA (2014) noted that many factors play into how an event is experienced,
such as cultural beliefs, systems of social support, and an individual’s stage of
development. The Effect of trauma can lead to adverse side effects. These may occur
immediately following trauma or may be delayed in their expression and last for varying
times (SAMHSA). Understanding the three “E’s” of trauma can support survivors in their
recovery and providers in their care delivery. Trauma-informed care is critical to
effective service delivery in working with individuals experiencing homelessness and
sexual assault survivors.
Trauma-informed care (TIC) is a holistic framework that guides care delivery. TIC
aims to bring awareness to the trauma so it can be addressed, survivors can be
empowered, and providers can be supported (Palmieri & Valentine, 2021). There are four
assumptions determined by SAMHSA that support the implementation of TIC: Realize,
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Recognize, Respond, and Resist (SAMHSA, 2014). The impact of trauma needs to be
realized by service providers to pave a path toward recovery (Raja et al., 2021).
According to Raja et al. (2021), how trauma manifests in individuals must be recognized
to provide the proper services. In addition, Raja noted that responses to the trauma are
reflected in policies and practices of the health care organization. Raja et al. also stated
that it is important to resist re-traumatization by intentionally creating an environment
that supports trauma-informed practices. Implementing TIC principles allows for a
universal approach to care regardless of whether trauma is disclosed (Harris & Fallot,
2001; SAMHSA, 2014). Embracing TIC offers a foundation upon which delivery of care
can be provided.
Several steps for providing TIC were identified in the literature. Because trauma is so
widespread in individuals and communities, screening for trauma is important. One of the
first steps in providing TIC is asking about current and past traumas (Reeves, 2015).
Providers often fail to ask about trauma (McGregor et al., 2010; Ross et al., 2010) despite
patients wanting to be asked about it (McGregor et al., 2010; Shannon et al., 2012).
According to Berry and Rutledge (2016), 82% of survivors would disclose a sexual
assault with formal screening, while only 24% would disclose without it. Recognizing
signs and symptoms of trauma is not always possible. Universal screening tools can assist
providers in identifying the effects of trauma (McGregor et al., 2010; Roberts et al.,
1999). Regular screening can normalize trauma discussions and facilitate dialogue. To
support survivors in disclosing trauma, an environment of trust and confidentiality must
be created (Polden et al., 2021, Purkey et al., 2018; van Loon et al., 2004). TIC must
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include proper and thorough trauma screening to support access to comprehensive
services.
A second step to providing TIC is the development of a trusting provider-patient
relationship. Through consistent and predictable care delivery, trust can begin to grow
(Purkey et al., 2018). Professionalism, communication skills, acknowledgment of the
trauma, and adequate time spent during the visit, are all components of building a trusting
relationship (Purkey et al., 2018; SAMHSA, 2014). Providers need to recognize the
hierarchical power differential that exists in the provider-patient relationship and utilize
shared decision-making, goal setting, choice, and autonomy (Aaron et al., 2013;
SAMHSA, 2014). Providing the patient with control and opportunity for self-advocacy
supports the development of a trusting relationship.
A third step in providing TIC care is building multidisciplinary collaborations and
referrals. Trauma impacts a person’s whole being: mind, body, and spirit. Providers who
are educated and prepared to respectfully respond to a trauma disclosure validate
survivors’ experiences and support an environment of safety (Palmieri & Valentine,
2021; Reeves, 2015). Studies show a strong connection between trauma exposure,
substance use, and mental health disorders (Clark et al., 2001; Kilpatrick et al., 1997;
Mueser et al., 1998; Najavits et al., 1997). Cusack et al. (2008) looked at one of the
largest and most extensive studies (N=2,729) evaluating trauma-informed, integrated
services among women with co-occurring disorders and experiences of trauma. They
found a significant reduction in PTSD symptoms in those receiving integrated, traumainformed interventions (Cusack et al.). Offering TIC requires providers to be aware of the
complexity survivors of trauma face. To build toward TIC, providers must be committed
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to collaborative, integrated partnerships to offer comprehensive, multidisciplinary
services.
Acting from the knowledge that trauma saturates our communities, trauma-informed
leadership offers a promising area of practice. Nursing leaders are well positioned to
influence workplace culture to embrace TIC principles. Trauma-informed leadership
utilizes aspects of TIC principles within the context of leadership (Wignall, 2021). The
trauma-informed leader understands what trauma is, how it shows up, and its effects on
individuals, relationships, systems, and the workplace. According to Perry and Jackson
(2018), the trauma-informed leader supports the building blocks for resiliency or “a
person’s ability to withstand the consequences of adversity” (p. 129). Standing on the
principles of TIC, leaders aim to reduce the potential for trauma in the workplace,
preventing re-traumatization.
Trauma-informed leaders have a role in minimizing vicarious or secondary trauma in
staff. Working within the demands of health care systems, in addition to directly caring
for survivors of trauma, can result in secondary traumatization among providers (Mealer
& Jones, 2013). Feelings of intense stress can negatively impact the provision of care.
Providers need to recognize this impact and move through their individual and
professional experiences of trauma. Mealer and Jones (2013) explored ‘The Nurse as
Wounded Healer’ theory, noting that nurses can heal trauma by “transforming and
transcending the experience, allowing for the ability to therapeutically help others” (p.
213). Trauma-informed leadership has a profound role in supporting and implementing
TIC principles. Focusing on trauma-informed leadership is crucial to addressing
individual, relational, community, and systems-level responses to trauma.
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The Concept of Nursing Presence
Nursing practice addresses the patient’s body, mind, and spirit through care and
healing. This practice requires a balance between the art and science of nursing.
Continued expansion of nursing’s scope, time constraints, and staffing shortages put the
patient-centered, nurse-presence approach at risk (McMahon & Christopher, 2011).
According to Iseminger et al. (2009), the nurse is empowered to marry empiric knowing
with existential being by elevating the art of nursing presence to stand equally with
nursing science. Nursing presence challenges nurses to utilize both empiric (research
methodology) and metaphysical (an awareness of things unseen) knowledge to improve
whole-person care (Iseminger et al.). Presence offers true convergence of the art and
science of nursing.
The definition of presence is varied in the literature. Because the essence of presence
is partially rooted in spiritual and philosophical concepts, understanding it can be
complex (Smith, 2001). The theorist Jean Watson saw presence as “emerging from the
caring moment within the transaction of transpersonal caring” (as cited in Melnechenko,
2003, p. 19). Doona et al. (1997) drew from existential philosophy and defined presence
as “an intersubjective encounter between a nurse and a patient in which the nurse
encounters the patient as a unique human being in a unique situation and chooses to
spend herself on his behalf” (p. 3). Dochterman and Bulecheck (2004) defined presence
as a nursing intervention taking the form of “being with another, both physically and
psychologically, during times of need” (p. 580). Despite these varied definitions, many
nursing frameworks include components of presence (Finfgeld-Connett, 2006).
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Understanding the ethos of nursing presence is important to distinguish it from other
concepts in everyday practice.
Nursing presence is a concept that needs to be understood apart from the similarities it
shares with others. The concepts of caring, empathy, nurturance, and support share
similar characteristics to the concept of nursing presence (Finfgeld-Connett, 2006). A
meta-synthesis by Finfgeld-Connett (2006) looked to provide a more comprehensive
understanding of nursing presence, distinguishing it from other concepts. Findings
summarized from eighteen studies identified presence as an interpersonal dynamic
“characterized by sensitivity, holism, intimacy, vulnerability, and adaptation to unique
circumstances” (Finfgeld-Connett, 2006, p. 701). Mental well-being for both parties, as
well as physical well-being for patients, were improved with the process of nursing
presence (Finfgeld-Connett). According to Hessel (2009), common defining
characteristics of nursing presence include spiritual connection through shared human
experiences; authentic listening that quiets the inner dialogue of the nurse; complete
attention to the patient; and intimacy as experienced through sharing of experiences and
emotions. Ferrell and Coyle (2008) acknowledge that “watching a nurse who is fully
present, who listens carefully and says little but provides the sufferer the opportunity of
‘voice’ is a true education” (p. 283). Understanding the concept of nursing presence as
distinct from other concepts, supports the nurse in developing true presence to benefit the
patient.
Nursing presence requires something of both the nurse and the patient. To exist within
a human interaction, the patient must have a need and openness to presence (FinfgeldConnett, 2006). Through comfort and trust, the nurse must be invited into the patient’s
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experience (Doona et al., 1999; Hessel, 2008). A nurse must be willing to engage in
intentional presence. (Finfgeld-Connett, 2006). According to Doona et al. (1999),
presence requires intentional time spent with a patient and an ability to take in another’s
struggle. Nurses must also have a level of personal and professional maturity for presence
to occur (Finfgeld-Connett, 2006). Personally, nurses grounded in identity and selfawareness can show up in a balanced and centered way (Doona et al., 1999; FinfgeldConnett, 2006). Professionally, nurses must be grounded in clinical competence and
expertise to allow the art and science of nursing to converge into true presence (FinfgeldConnett, 2006). Nurses must also work within an environment conducive to the
experience of nursing presence. Supportive colleagues, adequate and uninterrupted time,
and sufficient staffing can contribute to an environment conducive to nursing presence
(Finfgeld-Connett, 2006; Hessel, 2008). Awareness of the elements required to promote
nursing presence is important to ensure the continuation of this beneficial experience.
After completing a literature review, the need for a SANE program within a homelessspecific health care center has been identified. Understanding the increased prevalence of
sexual assault among individuals experiencing homelessness highlights the importance of
trauma-informed care and nursing presence to meet the needs of this population. Chapter
3 will discuss the development of a SANE program within a homeless-specific health
care clinic.
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Chapter 3: Integration of a SANE program
As the Operations Manager at a homeless health care program, I see an existing gap in
the assessment and services for individuals who have experienced sexual assault. Sexual
assault is a prevalent problem nationwide, and significant disparities exist based on
race/ethnicity, geographic location, gender, sexual identity, and housing status.
Individuals experiencing homelessness disproportionately experience violence and
victimization (Meinbresse et al., 2014). Creating access to trauma-informed health care
services in familiar and low-barrier environments can provide appropriate care delivery.
Offering SANE services in community clinic settings provides advantages such as
offering care in a less medical and more private setting and providing lower-cost medical
care. Guided by Watson’s (2007) theory, personal knowledge and experience, literature
review, and the lotus model creation, this chapter will focus on integrating a Sexual
Assault Nurse Examiner Program into a homeless-specific health care center.
Project Integration
With an understanding of our homeless population, the services they need, and the
existing gaps, a project manager from a local university approached me to consider
integrating SANE nurses into the MHCC. Their project goals include strengthening the
skills of the workforce, supporting a trauma-informed approach to this care, improving
access to care beyond Emergency Departments, and offering support and training to
partners. Acknowledging this critical need among individuals experiencing homelessness
but also being approached during the Omicron variant of the COVID pandemic, my
response was delayed. During this delay, I interviewed our nursing staff on their
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awareness of SANE programs and collected case examples to better understand the
prevalence in our clinics.
First Phase
With the peak of Omicron behind us, I set up a meeting with the University Project
Manager and staff from our program. The meeting included staff nurses and nurse
practitioners representing our adult, youth, and outreach programs. The agenda included
introductions and dialogue about services for sexual assault survivors experiencing
homelessness, gaps, and opportunities. Following this meeting, I met with several staff
nurses to determine the need for sexual assault-specific services within our program.
Acknowledging that our program is rooted in a trauma-informed approach, the group
agreed that a need exists to expand services specifically to homeless survivors of sexual
assault. With this consensus, I met with the management team, which included the
Program Manager, Medical Director, Clinical Services Manager, and Social Services
Manager. My goal of this meeting was to provide education about SANE programs and
highlight the gaps in our care delivery. Presenting a summary of the literature, case
examples, and the vested interest of staff nurses, the management team expressed a
willingness to dedicate time and space to continue exploring the development of this
project. It was decided that the next step would be for a few interested staff nurses to
complete the SANE certification process and create a working group to guide this work
forward.
Second Phase
Three interested staff nurses completed an initial application and interview and were
accepted into the University’s trainee program. While the University’s program covers
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the cost of the SANE training, our management team has committed to giving the nurses
work time to complete this training. For this project, we will be focusing on AdolescentAdult training. The training consists of two parts. The first part is a 40-hour didactic
training that can be completed self-paced online or in person. The training includes
eleven modules that must be completed within twelve weeks of initiation. The second
part consists of a 2-or-3-day in-person clinical skills training. The staff nurses will aim to
complete both trainings by September 2022. A free 2-hour training from the International
Association of Forensic Nurses (n.d.) will be completed by the management team to
support their learning and understanding of the SANE program. This training covers
topics including the Neurobiology of Trauma, The Coordinated Community Response,
The Medical Forensic Examination, and Courtroom Testimony (International Association
of Forensic Nurses, n.d). This training will also be made available to other interested staff
in the short term and may be considered mandatory in the long term.
In addition to the training, a workgroup was formed by the three nurses completing the
extensive training. Given that this MHCC incorporates multidisciplinary care into its
work, this workgroup will focus on recruiting a social worker and nurse practitioner in
this phase. According to Blackmore & Persaud (2012), a functioning team must have a
common goal, work cohesively, make decisions, communicate, and have the ability to
build relationships. Acknowledging these components of a functioning team will help
anchor the workgroup.
One of the goals of this team is to build a high-functioning, collaborative,
multidisciplinary workgroup. A second goal is to create a proposal for the integration of
an adapted SANE program into our existing clinic structure. One of the first steps in this
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phase was to identify the stakeholders. The primary stakeholder identified was the sexual
assault victims experiencing homelessness. The secondary stakeholders included
community-based service providers (shelters, local non-profits), sexual assault victim
service providers (local Emergency Department), hospitals (4 identified), health care
providers in the community (4 identified), prosecution, and criminal laboratories
(working to build off an existing lab partnership.) The second step in this phase involved
identifying key partnerships. While partnerships are a strength of our MHCC, new
partnerships will be required to holistically implement services to this population.
Identifying needed partnerships such as victim advocates, health care providers, law
enforcement, and forensics will be important to successfully implementing this project.
As these partnerships are identified, efforts will be made throughout all phases of this
project to reach out and build these connections. Because relationships can take time and
effort to build, phase 2 will continue into the winter of 2023.
As part of this second phase, and in partnership with management, the workgroup will
review certain aspects of our care delivery. Foundational to a SANE program and care
delivery is patient-centered and trauma-informed care. Service needs and barriers are
unique to each patient. It is important to recognize that individuals and communities
bring unique strengths and weaknesses that impact program development. This phase will
review our MHCC’s approach to patient-centered and trauma-informed care and ensure
its foundation for supporting this program. This phase will also review the environments,
educational materials, barriers to care, service provisions, and staff competencies to
determine what is needed to support successful program development.
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Logic models are tools to help guide program development and evaluation. According
to Campbell et al. (2013), logic models help programs map out their goals and how they
intend to achieve them. They include an assessment of resources used (inputs), what is
done with those resources (activities), results of program activities (outputs), and the
short- and long-term effects of a program (outcomes) (Campbell et al.). Phase two will
be guided by a logic model created by Campbell et al. (2013) (See Figure 1). The
workgroup will adapt this logic model as part of phase 2, using it to guide and assess the
work.
Figure 1
Logic Model

Campbell et al. (2013)

Third Phase
The third phase of this project will involve preparing for a pilot clinic integration. This
phase will begin in the spring of 2023 and will collaborate with management to review
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the findings and logic model from the workgroup. Based on these findings, creating
policies and protocols, creating and delivering staff training, clinic preparation, and
establishing a community advisory board will be incorporated into this phase. Because
this project is being integrated into an already existing federally qualified health care
center, certain requirements will be included, such as informed consent, patient
confidentiality, low barrier access, medical records management, and reporting systems.
As an MHCC, the clinic is already equipped with certain equipment and supplies to
undergo general exams and to perform sexually transmitted disease and pregnancy
screenings.
A protocol for performing the medical forensic exam will need to be created. Guided
by “A National Protocol for Sexual Assault Medical Forensic Examinations” (U.S.
Department of Justice: Office on Violence Against Women, 2004), the following will be
addressed in the protocol: Exam room equipment and supplies; comfort items for patients
(blankets, clothes, food, phone access, etc.); sexual assault evidence collection kits; a
method for drying evidence; a camera; additional light source; anoscope; and educational
materials for patients. While the medical forensic exam will be performed by the nurses
who have completed the certification process, engaging the clinic team in training will be
initiated in this phase. The clinic team will include a nurse practitioner, staff nurse,
medical assistant, licensed clinical social worker, and licensed alcohol and drug
counselor. The training will consist of the free 2-hour training from the International
Association of Forensic Nurses (n.d.) and supplemental training from the staff nurses
following their extensive training.
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Identifying and preparing the pilot clinic will take place during this phase. Our
program operates six health care clinics dispersed amongst homeless youth and adult
shelters. To begin, we will pilot the SANE integration into one clinic. The workgroup and
management team will identify this clinic and work to prepare the space and the staff for
this integration. Preparation will include creating a welcoming space, setting up the exam
room, and distributing the new policies.
Documentation and reports will be an essential part of this SANE integration project.
The management team will work with our electronic medical record affiliate to prepare
for clinic integration to ensure the correct visit types are created and available to our
clinic team. The workgroup will engage and collaborate with the MHCC’s Justice,
Equity, Diversity, and Inclusion team to successfully and accurately pool the data that
will help inform the pilot integration and ensure the centering of health equity in the
delivery of SANE care.
Fourth Phase
The fourth phase of this project will focus on two areas, pilot clinic integration, and
evaluation. The timeline for clinic integration is in the fall of 2023. With the latter part of
phase 3 focusing on preparing the identified clinic space, phase 4 will move into
integrating patient care. Patients accessing services at the MHCC will be screened for
recent sexual assault through a question added to the rooming process. This question will
ask if they have experienced any recent physical or sexual violence. The follow-up
process to this question will be determined by the created protocols in the previous
phases. The clinic team will identify regular meeting times to discuss preparation,
treatment process and protocols, case consultation, partnerships, referrals, and follow-up.
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Evaluation of the project will take place in
multiple forms. As with many quality

Figure 2
PDSA Cycle

improvement metrics we track, the first form of
evaluation will utilize our electronic medical
record system to monitor the numbers of
patients served, demographics, and interventions
completed. The management team will work
with our department’s clinical reporting team to get quarterly data reports on the
identified metrics desired. As with other collected metrics in our program, the data is then
used to improve health care delivery and outcomes.
The second evaluation method will be implementing the Plan, Do, Study, Act (PDSA)
cycle for continuous quality improvement (See Figure 2). Continuous quality
improvement is a critical part of evaluating a new project. The PDSA cycle is a problemsolving model used to support process improvement and change implementation
(Minnesota Department of Health, n.d.). Given the absence of research on implementing
a SANE program in a homeless-specific health center, it is important to undergo ongoing
evaluation for this project to capture progress and success.
A third evaluation method, a qualitative survey, will be completed by patients. A short
questionnaire will be created and implemented following a SANE visit guided by the
‘outputs’ and ‘outcomes’ sections of the logic model. The workgroup will work to
determine the best delivery method for this survey but will likely include multiple
avenues, such as paper, phones, or iPad use, for receiving this feedback.
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Lotus Flower Model
The lotus flower model was created for this project (See Figure 3). Because of its
unusual growing conditions, the lotus flower offers rich symbolism. For this project, the
lotus flower represents new beginnings and personal progress. The lotus flower grows in
dark and muddy waters, which can symbolize suffering or challenge (White, 2022).
Despite the environment in which it grows, the lotus blooms with beautiful and delicate
petals, symbolizing the overcoming of suffering or challenge. As the lotus flower blooms,
each new petal opens to greater wisdom and understanding, representing personal
progress and growth.
Figure 3
Lotus Flower

Created by Peter Lacey, 2022
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Elements of the Model
There are several elements to the lotus flower model. Consisting of a center petal,
surrounding petals, and two leaves resembling hands, it sits in the muddy water
surrounded by its reflection. Each element contains its meaning and purpose, contributing
to the potential of new beginnings and growth.
The Center
The center, the core petal of the lotus flower, represents authentic presence. Presence
at the core is protected by all the other flower parts. It is manifested and held by the
leaves, which we know as the patient and provider. It is surrounded and shielded by the
petals, each bringing its significance to the surroundings and shielding healing presence.
Petals
The lotus flower has several petals, representing necessary components to cultivating
a healing presence. The first petal represents a helping-trusting relationship. This
relationship is supported when both patient and provider come authentically and engaged.
The second petal represents trauma-informed care, a pillar of patient-centered
approaches. The third petal represents caring moments, in which many are needed as one
journeys out of the dark and murky environment of sexual assault. The fourth petal
represents holistic care, acknowledging the critical role of the whole being in healing and
recovery.
Leaves
The leaves represent the patient and the SANE provider, each playing a significant
role in supporting the petals. Both the patient and SANE provider need to show up with
openness to explore the new beginnings of a healing and trusting relationship. While the
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patient is the focus of services and care, both play an integral part in holding space for the
possibility of new beginnings and growth to begin.
Muddy Water and Reflection
The lotus flower is sitting in muddy water, representing the environment. The
environment consists of both internal and external factors. The internal factors are
represented in the reflection on the water, and the external factors lie in the murky waters.
For this project, the internal factors considered include addiction, resilience, healing, and
cultural beliefs. The external factors include homelessness, trauma, safety, relationships,
and access to services.
Theoretical Concepts
The integration of SANEs into a homeless-specific MHCC was guided by Jean
Watson’s (2007) Theory of Human Caring. More specifically, the theoretical concepts of
helping-trusting relationship, caring moments, and authentic presence were used to help
guide this project. As a MHCC focuses on individuals experiencing homelessness,
trauma-informed care principles play a significant role in creating and delivering
services. This project will utilize and expand these trauma-informed principles to
integrate SANEs into the existing MHCC. Building a SANE program requires providers
to be deeply rooted in trauma-informed care principles so delivery of services can
cultivate trusting relationships, caring moments, and authentic presence.
This project will also be equipped to provide patient-centered care through education
(SANE training and ongoing trauma-informed care training), team-based
multidisciplinary care, cultivation of clinic space, and continuous quality improvement
evaluation. Patient-centered care allows for safety, support, and control, leading to the
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development of trusting relationships, caring moments, and authentic presence (Watson,
2007). Without the solid foundation of trauma-informed principles and patient-centered
care, the theoretical concepts of trusting relationships, caring moments, and authentic
presence would crumble.
Transformational nursing leadership was a catalyst in the genesis of SANE programs.
Nurses in emergency departments noticed a gap in dignified, holistic care for survivors of
sexual assault and set out to close that gap. While these nurses may not have had an
official leadership job title, they exhibited transformational leadership qualities through
their actions. Leadership in an age of complexity requires new ways of leading and
thinking (Giles, 2018). The ever-changing health care environment is one of great
complexity, demanding the nurse to look beyond the rigid and linear approaches of the
past to new approaches rooted in complexity science theory (Giles, 2018). A leader must
have the competency of self-management to create an environment of safety, connection,
and learning. Giles (2018) expressed this as “the most important foundational skill for
any leader” (p. 61). Managing oneself requires openness and adaptability to face new
ideas and challenges. This project integration challenges an existing model of care
delivery. It will require the nurses and others on the team to offer leadership founded on
self-management and expressed through resilience, self-awareness, and emotional
regulation. Transformational leadership will be critical to the success of this project.
According to Chopra (2010), “Everyone who has a soul, has the potential to be an
inspired leader” (p.10). When leading from the soul, we are offering ourselves, allowing
for the development of trusting relationships, caring moments, and authentic presence.
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The integration of a SANE program into a MHCC requires planning and leadership.
Grounded in nursing theory and continuous evaluation, a foundation is laid for the
construction of this project. Chapter 4 will address the reliability and validity of the
evaluation plan for this project and critical reflection on this practice project.
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Chapter 4: Evaluation and Reflection
The implementation of a new project requires adequate evaluation and reflection.
Chapter 3 proposed a new project to integrate SANEs into a homeless-specific MHCC
with the goal of increasing access to services and delivering quality care to homeless
survivors of sexual assault. Elements of this project integration included identifying the
need, training nurses to become SANEs, creating an interdisciplinary workgroup to
champion this project, and creating a trauma-informed foundation. With any new project,
success will be determined through an ongoing evaluation process. It is critical to any
project that the evaluation tools are validated and appropriate for the project’s goals. This
chapter will review and analyze the evaluation tools used in the integration of a SANE
program into a homeless-specific MHCC. This chapter will also discuss personal
reflections and learnings from this project.
Evaluation Process
Evaluation is a critical part of project integration. This project is integrating a
brand-new program into an existing MHCC. The success of this new project can be
measured in several ways. With the support of the management team, resources have
been allocated to support the launching of the workgroup and to train three staff nurses as
sexual assault examiners. One completed measure of success is the support and resources
the staff nurses received to obtain SANE training. Another measure of success will be the
number of completed steps in the integration of this program into the MHCC. Creating,
gathering information, planning, and then implementing the project will highlight
success. Once implemented into the clinic and patients begin receiving sexual assault
health care, the secondary outcomes will include delivery of thorough clinical care (STI
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checks, pregnancy tests, sexual assault exams) and appropriate referrals (mental health,
legal, and specialty medical care). Utilizing the electronic medical record to pull this data
will guide the gathering of this information for the evaluation.
One of the tools used to evaluate the implementation of this project is the PDSA
cycle. The PDSA cycle was chosen because of its pragmatic principles used in testing
interventions, enabling quick assessment and adaptation to change to support the
development of targeted solutions (Taylor et al., 2014). Testing interventions throughout
implementation supports users, patients, and stakeholders. According to Taylor et al.
(2014), users gain the freedom to learn from action, reduce the risk to patients, and offer
evidence to stakeholders to build confidence in the implementation.
Another form of evaluation utilized in this project is the qualitative survey. This
tool aims to gather information from patients about their experiences of the care they
received. A qualitative survey was chosen because of its widely used approach to
collecting data, simplicity of design applicable to a variety of topics, cost-effectiveness,
and increasing honesty in responses due to greater anonymity (Houser, 2018). Given that
this is a new project, understanding patients’ experiences will be critical to guiding how
this project is implemented. According to Houser (2018), choosing a survey method
occurs during the planning phase. The multidisciplinary workgroup will be tasked with
identifying a qualitative survey as they work to plan and implement this project.
Project Reflection
Creating opportunities to reflect throughout the planning and implementation of a
new project is a critical part of learning. According to my literature search, integrating a
SANE program into a homeless-specific health care center is a project that has not
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occurred elsewhere. This project is at the beginning stages of planning with a goal of
implementation in 2023. In reflecting on the timeline chosen for this implementation, it
was important to approach this project slowly and thoughtfully. Emerging from the
effects of the COVID-19 pandemic and the impact on front-line healthcare workers,
being intentional was important for staff engagement and project success. The COVID-19
pandemic left an impact that, according to the International Council of Nurses, resulted in
mass trauma in the global nursing profession (as cited in Wignall, 2021). To emerge from
the trauma of COVID-19 and move into a brand-new project addressing another
pervasive trauma experience in a population at higher risk for violence and victimization,
it became clear that things needed to progress slowly. In reflection, I wish we had been
more intentional about identifying and processing these traumas as a workgroup and as a
program, marking a transition out of the COVID-19 pandemic and focusing on serving
survivors of sexual assault.
Because our health care clinic is stepping out of operating a COVID-19 hotel for
homeless adults and moving into a new clinic location in June of this year, focusing on
this project has been challenging. One of the nursing staff who initially signed up for the
training has moved into a new role within the program, and one had to delay the training
due to clinic demands. Despite all of this, the nursing staff remains committed to this
work and are finding times to meet as a workgroup. In reflection, the initial step in this
project should have included more nurses to support the onward momentum during the
constant change in health care.
With all new projects, intentional evaluation and reflection offers an opportunity
for lessons learned. This project will utilize many different forms of evaluation. The
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PDSA cycle, qualitative surveys, logic model process, and pulling data points from the
electronic medical records will guide evaluation. Creating opportunities for ongoing
reflection throughout the project planning and integration will support clients, nursing
staff, and program operations throughout this new project. Chapter 5 will explore plans
for expanding this project and the implications of this project for nursing practice.
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Chapter 5: Plans for Future and Implications for Practice
This project, which integrates a Sexual Assault Nurse Examiner program into a
homeless-specific health care center, aims to achieve many goals. One goal is to expand
SANE services from the emergency departments into spaces where people live and seek
services. Another goal is to dismantle barriers to sexual assault care and services.
Providing quality sexual assault services grounded in trauma-informed principles to those
experiencing homelessness is yet another goal. While there will likely be more goals
identified throughout this process, these identified goals are guiding the integration of
this project. As these goals are met, and learning is expanded, future ideas and
opportunities for growth and expansion will likely emerge. This chapter will explore
initial ideas for future plans and discuss how this project can offer implications for
nursing practice.
Future Plans
is opening a new clinic in June 2022. This new clinic will include 30 respite or
recuperative beds intended to serve individuals experiencing homelessness. Respite beds
are intended for those experiencing an acute illness or exacerbation of a chronic illness
who are not sick enough to be hospitalized but too sick to stay in a shelter or on the
streets. As we move into the future, an opportunity exists to bridge this respite program
with this SANE integration project. Utilizing respite beds for individuals who have
experienced a recent sexual assault would offer a private room and support from our
respite team (nurse, social worker, and nurse practitioner), providing a safe space for
healing to begin.
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The training received by SANE nurses enables them to evaluate trauma. For this
project, the trauma of sexual assault is the focus. As we look to the future, SANE nurses
can utilize their unique and specific training to address trauma beyond sexual assault.
Individuals experiencing homelessness have experienced various traumas (Meinbresse et
al., 2014). Expanding the use of trained SANE nurses to include evaluation of intimate
partner violence, mistreatment of children, and injuries from physical trauma could
support the many experiences of our clients. To accomplish and sustain this expansion,
SANE training would need to be offered to the nursing staff at all our adult and family
clinics. Full integration of this project throughout the program with the goal of providing
all-encompassing quality trauma interventions is the future plan for this project.
Implications for Nursing Practice
In considering future plans for this project, implications for nursing practice are
abundant. Trauma-informed care must be foundational to the nursing profession and no
longer be siloed to certain populations or health care locations. This has been one of the
most significant collective learnings from the recent COVID-19 pandemic. The toll and
trauma of the COVID-19 pandemic on front-line health care staff have been profound.
For nursing practice to move on from this trauma, it is important for nurses to identify
and implement a recovery plan from this trauma. Leadership needs to determine how to
support this recovery period beyond words or statements. Recovery is an important part
of developing and evolving nursing practice. Individuals and systems hold the past,
present, and future. As health care continues to move forward at a rapid pace, the impact
of our past remains present. The responsibility of leadership is to impart intentional
practices to help shift awareness and priorities within collective and individual traumas.
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While the nursing staff is ultimately responsible for their intentional practices to
acknowledge and move through stress and trauma, leaders have a role in creating a
culture that lays the foundation for this exploration and healing. Through this collective
awareness, health care can be a place of presence, caring, and transformation.
While trauma-informed frameworks have found a place in health care service
delivery, a gap exists within management. According to Wignall (2021), trauma practices
within administration and management remain underdeveloped. Nurse leaders have an
opportunity to bring trauma awareness to these spaces. New challenges (COVID-19
pandemic) and old challenges (ongoing health disparities resulting from historical and
institutional trauma) will continue to be faced by nurse leaders within our health care
systems. Understanding that many of these challenges are linked to experiences and
expressions of trauma can be a critical skill for nurse leaders in practice. Wignall (2021)
highlights that many of our institutions and systems have perpetrated past traumas that
continue to lead to traumatizing events today. Nurse leaders must understand this and be
equipped to acknowledge and respond to trauma at all levels. Trauma is pervasive and
requires true leaders to operate from a trauma-informed lens to deliver compassionate and
equitable healthcare services while building strong teams and systems.
Sexual Assault Nurse Examiner programs have had significant impacts on nursing
practice. Nurses are instrumental in the foundation and growth of these community
programs. With deeper knowledge and awareness of trauma-informed care and barriers
faced by individuals experiencing homelessness, this project is a novel approach to
sexual assault health care. Bringing SANE services into a community-based, homelessspecific health care center allows sexual assault services at the point of relationship and
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care access. Utilizing the training and expertise of community health nurses, sexual
assault services will be accessible in a patient-centered, trauma-informed environment.
Within our hospitals and communities, there exists a need for SANE services. For
individuals experiencing homelessness, sexual assault, and other forms of violence and
victimization are experienced at higher rates than housed individuals (Meinbresse et al.,
2014). Imbedding a SANE program into a homeless-specific health care clinic can
eradicate some of the barriers experienced by this population. Guided by Jean Watson’s
(2008) Theory of Human Caring and trauma-informed principles, this project aims to
create safe clinic spaces facilitated by trained nurses. Nurses are foundational to the
SANE model. Through training, workgroups, multidisciplinary teams, and community
partnerships, nurses will guide this project from planning to integration. Evaluation of
this project will utilize several tools to offer a comprehensive look at the impacts both
achieved and unachieved. This project highlights the role of nurse leaders to
acknowledge and act on the pervasive trauma that exists in individuals, communities,
institutions, and systems. Through this acknowledgment and action, nurse leaders can
pave the way for transformational health care benefiting clients, staff, and the systems
that serve them.
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